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Introduction.– La peur de la douleur prédit l’incapacité dans de nombreuses
situations orthopédiques. L’Échelle de Kinésiophobie de Tampa (TSK) est une
mesure de la peur liée à la douleur, spécifiquement la peur du mouvement.
L’objectif de cette étude a été d’évaluer l’influence de la kinésiophobie sur
certains paramètres fonctionnels de Prothèses Totales de Genoux (PTG) dans le
contexte d’un service de médecine physique (MPR).
Population.– L’étude a concerné 89 personnes ayant une première PTG
(52 femmes, 37 hommes) qui ont été adressées en MPR neuf jours après
l’intervention. L’âge moyen était de 72,6 ans (de 50 à 91 ans).
Méthodes.– À l’entrée, ont été évaluées la douleur à l’échelle analogique
visuelle et le TSK. Le TSK est un questionnaire comportant 17 items avec deux
sous scores : « focalisation somatique » et « évitement de l’activité ». Tous les
patients ont eu le même programme de rééducation massokinésithérapique. À la
fin du séjour ont été évalués : la durée de séjour, les différents paramètres du test
de marche de six minutes, l’amplitude des mobilités du genou, le grip test.
Résultats.– Les scores de « focalisation somatique » étaient significativement
corrélés avec la durée de séjour (r = 0,22 ; p < 0,05) et, négativement, à la
distance parcourue au test des six minutes et à la force du grip test. Les scores de
« l’évitement de l’activité » étaient corrélés négativement à la distance du test de
six minutes et au grip test (r = –0,31 ; p < 0,006). La valeur moyenne de
« l’évitement de l’activité » était significativement plus élevée chez les patients
obèses comparativement aux patients non obèses (p < 0,03). Un score total du
TSK, supérieur à 40, a été plus fréquemment observé en cas d’obésité viscérale
(O.R. 3,5 ; CI 1,07–11,43 ; p < 0,04) et était associé à une valeur moyenne
initiale de l’EVA douleur plus élevée que chez les autres patients (p < 0,02).
Ces résultats n’étaient pas liés au sexe, à l’âge, à la présence de comorbidités.
Conclusions.– Nous avons trouvé que des facteurs psychologiques et cognitifs
liés à la douleur interagissaient avec différents paramètres du devenir
fonctionnel initial chez des patients ayant eu une PTG.
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Background.– In France, between nine and ten millions of persons suffer from
symptoms of osteoarthritis (OA), i.e. 17% of the global population [1]. This
disease is the second cause of disability in our country [1] and can be
responsible for an important loss of quality of life. In 2002, a socioeconomical
study [1] showed that, in the last ten years before the study, the number of
persons suffering from OA progressed by 54%, trigerring a 156% increase in
medical costs directly linked to OA. A more recent study [2] established the cost
of OA treatment to around three billions euros per year.
Paradoxically, the two public health objectives cconnected to OA and defined by
the August 9, 2004 Law (objectives #085 and #087) have been left without
action or evaluation [4]. Overall, as a public health and medical cost challenge,
OA has been largely ignored in our country.
Objectives.– To create a sense of urgency and challenge around this disease,
AFLAR, the historical non-profit organization involved in the fight against OA
and the only French patient organization dealing with this issue, decided to
create the National Alliance against Osteoarthrosis.
Results.– National Alliance members agreed on the following objectives:
–to bring together all the professionals involved in OA care and to trigger a
global mobilization around this underestimated public health issues;
–to stimulate collective thinking around the challenges linked to OA care;
–to develop awareness and visibility actions;
–to disseminate prevention messages, especially regarding the role of physical
activity;
–to identify and relay the needs of people affected by OA;
–to increase the involvement of local and national governing bodies.
Conclusions.– National Alliance against Osteoarthritis projects synergize
efforts from each member’s expertise. Innovative through the diversity of its
participants, this Alliance will undoubtedly contribute to amplify our country’s
mobilization against OA.
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Objective.– Describe a clinical PRM care pathway for patients having total hip
or knee arthroplasty taking into account patients’ needs, PRM care objectives,
human and material resources to be implemented, chronology as well as
expected outcomes
Material and method.– Describe on a consensual way, validated by the Sofmer
scientific council taking account on littérature this PRM care pathway concerns
patients after primary or revision total hip (THA) or knee arthroplasty (TKA)
and are classified:
– into three care sequences: stage 0 pre-operative care; stage 1 until cutaneous
and muscular healing: Rehabilitation to daily life activities; stage 2: effort
training program;
– and two clinical categories, each one being treated with the same six
parameters according to the International Classification of Functioning,
Disability and Health (WHO), while taking into account personal and
environmental factors that could influence the needs of these patients. (Category
1: only one impairment and primary THA or TKA, Category 2: several
impairments and primary THA or TKA or revision THA or TKA.
Care organization modalities (ambulatory physical therapy sessions, inpatient
or outpatient PRM care facility) take into account patient’s status, sanitary and
social environment.
Discussion and conclusion.– The objective of these clinical PRM care pathways
designed by Sofmer and Fedmer is to provide arguments for discussing the future
pricing of the activity in follow-up rehabilitation health care facilities, by
proposing other approaches, complementary to the activity-based pricing. These
documents are voluntarily short in order to be useful, concise and practical. They
do not describe PRM care program which list in PRM activities after THA and
TKA.
Other pathways are published.
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This study describes a quantitative analysis with EOS 2D/3D system of 30
asymptomatic subjects (HG) and 30 coxarthrosis subjects (CG).
Method.– Radiographs Biplanes EOS of standing patients were processed to
perform a 3D reconstruction of the pelvis and the hip [1]. We extracted
quantitative parameters and analysed the 60 members of the HG, and the 60
members of the CG. To perform this study we used the student’s statistical
method, p-value < 0.05.
Results.– The incidence [2] angle is similar in both populations. T test was
positive for he following parameters of CG (sacral slope, HKS, Idelberg and
Franck, femoral mechanical angles, and femoral head eccentricity). We observe
a greater level of right and left asymmetry in coxarthrosis subjects for femoral
head and the HKS angle.
Discussion.– The arisen of a degenerative osteoarthritis of hip induces a an
increasing of SS that has been until now described only on qualitative profile
plan [3,4]. The increasing of SS induces waterfall of postural events that
influences femoral and acetabular orientation.
Conclusion.– We observe a larger sacral slope in CG witness excessive strain of
the lumbosacral junction in osteoarthritis (Very common combination between
hip and lumbar spine). Some parameters of pelvic and acetabular vary between
the HG and CG. Further studies standing and sitting position are needed to
confirm our results.
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